In bringing this subject before you I feel the kind of sensation which, I should imagine, would be felt by anyone rash enough to take coals to Newcastle or fruit to California. I hope, however, that you will be lenient and will treat it in the way it is meant, as a compliment to Dr. Holmes of this city, the introducer of the nasopharyngoscope, and also agan indication that even we in England are beginning to realize that in the nasopha'ryngoscope we have at once an instrument of as much importance to us in aural surgery as the ophthalmoscope is to our colleagues in ophthalmic surgery.
For generations and generations the nasopharynx has been known as the cause of at least 90 per cent of aural diseases, but owing to its inaccessibility, it has been given scanty attention, and we as aural surgeons have got into a fixed habit of treating the symptoms, the aural .complications, and leaving the true diseased area, the nasopharynx, more or less to nature. Up t6 the last twelve months we have had an excuse, the impossibility of examining the nasopharynx satisfactorily, and the still greater imp05sibility of carrying out instrumental procedures under the guidance of the eye. We have now no excuse, and it is the purpose of this paper to deal with the nasopharynx, the rock-bottom cause of the aural symptoms so commonly met with in aur practice.
Gentlemen, it seems to me best to commence with the diseases of the eustachian tube, the communication between the nasopharynx and tympanum, and I shall divide the diseases of this organ primarily into: (1) Catarrh of the eustachian .Read before the Ninth International Otological Congreu, at Boston, August 12-17, 1912. tube, or catarrhal salpingitis. (2) Suppuration of the eustachian tube, or suppurative salpingitis. These two main divisions I shall further subdivide in the course of my paper. Now, to take up catarrh of the' eustachian tube, or catarrhal salpingitis. This may be at once divided into acute catarrhal salpingitis, and chronic catarrhal salpingitis. Acute catarrh of the eustachian tube, or acute catarrhal salpingitis, has been known from time immemorial as acute middle ear catarrh. (This is, to my mind, an incorrect name, as it is, after all, and admittedly, merely the name of the chief symptom met with in the course of acute inflammation of the eustachian tube.)
The function of the eustachian tubes is to drain and ventilate the tympanum or middle ear. In inflammatory processes they become "ccluded, and the middle ear becomes a closed cavity. The air, which is blocked up in it and unchanged, becomes rarefied by the absorption of the oxygen from it, and a vacuum is created. Due to this vacuum there is superadded a dilatation of the blood vessels, causing engorgement and hyperemia of the mucous membrane, with exudation of serum and leucocytes. This causes the usual symptoms of what has been known as middle ear catarrh, but what is in reality eustachian catarrh, viz., deafness, pain, tinnitus, and a feeling of fullness in the head. These subjective symptoms are accompanied by objective symptoms. The pharyngeal orifice of the eustachian tube is red and angry looking, the posterior wall is' swollen, and the floor, posterior lip, and anterior lip become so edematous as to completely dose it. The ear also shows objective symptoms. In recent cases the exudation may be visible, the membrana tympani injected, and the handle of the malleus hidden from view. This is, I think, the typical picture of acute eustachian salpingitis, and in it we have a picture of inflammation presenting exactly the same features as it does when cx;curring in other mucous membranes. If in this inflammatory process the microorganisms gain the upper hand, or secondary infection is superadded, suppurative salpingitis, or suppurative otitis media, ensues. With this entity I shall deal later. Presuming, however, that the inflammatory processes triumph and the swelling, serous exudation, etc., commence, as is usual in inflammatory processes, to be absorbed, the acute catarrhal salpingitis may terminate in one of three ways.
Firstly, the condition in which the amount of absorption is perfect, that is to say, one in which the eustachian tube becomes patent, the tympanic structures return to normal, and the auditory symptoms are relieved. This condition, that is, the return to normal, occurs in cases of acute catarrhal salpingitis due to such causes as inclement weather, acute infection of the palatine tonsils, or the exanthemata. Again this result may occur when the q\Use, such as deflected nasal septum, hypertrophy of the pharyngeal tonsil, enlarged turbinal bones, etc., has been removed.
Secondly, the conditions in which the inflammatory products are insufficiently or inadequately absorbed. In this condition fibrous tissue is laid down in the interstices of the inflammatory tissue, and so bands and adhesions are formed, and fibrous thickening of the parts implicated occurs. The subjective symptoms of this form of chronic catarrhal salpingitis are deafness and tinnitus aurium. These symptoms are associated with a negative Rinne test, a Weber test lateralized to the affected side, and a plus Schwabach test.
The pharyngeal orifice of the eustachian tube is swollen and the posterior lip in a tumid condition, serum or seromucous fluid escapes from it, and though it does not appear so angrily red as in the acute condition, it is obviously inflamed. The eustachian tube is occluded and impermeable to normal ventilation. In some cases the fossa of Rosenmuller will be almost entirely obliterated by the approximation of its swollen edges, whilst in other cases bands will be seen stretching across it, and in others the enlarged ends of the inferior turbinal bones will be seen pressing upon the anterior lip of the eustachian tube, whilst again in others adenoid vegetations will be seen overhanging the pharyngeal orifice. The membrana tympani is retracted and the handle of the malleus foreshortened. By inflation and rarefaction by means of Siegle's speculum the drum membrane will be seen either to move in parts, whilst other parts will remain stationary, due to the presence of adhesions binding them down to the promontory, or else to freely flap as a whole. The picture is typical, but you must not underestimate the value of the nasopharyngoscopic examination. The picture of the pharyngeal orifice and the occlusion of the tube is the clue to a correct diagnosis. Now, you will ask what is the cause of this condition? It is anything present in the nose or nasopharynx which primarily inhibits respiration and compels mouth breathing. Add to these predisposing factors an acute salpingitis, and the cause is plain. The nasal obstruction causes a vacuum in the nasopharynx which causes a hyperemia and engorgement of the blood vessels, practically the same picture as I have described under the heading of acute catarrhal salpingitis. With these predisposing factors present, catarrh, whether acute or semiacute, will tend to remain and become chronic.
I have described to you the chronic hyperplastic variety, and I believe that in the majority of cases it is the early stage of the third end result of acute catarrhal salpingitis--chronic atrophic salpingitis. It is a matter of common knowledge to all of us that structures that have been in a state of chronic hypertrophy for some time tend gradually to undergo atrophy, and this I think is as true in the eustachian tube as in other parts of the body.
CHRONIC ATROPHIC SALPINGITIS.
In this condition the symptoms are as in the hyperplastic variety, deafness, tinnitus, and in addition the patients have the power of hearing better iF a noise--paracusis Willisii. These symptoms are associated with a negative Rinne test, Weber test lateralized to the diseas~d side, and a plus Schwabach test.
The objective symptoms consist in a widely patent eustachian tube, an atrophied and open pharyngeal orifice, and a pale, tense looking condition of the nasopharyngeal mucosa. The membrana tympani is thin, and on rarefaction with the Siegle speculum may be seen to flap as a whole, almost like a piece of tissue paper. In the fossa of Rosenmuller bands can often be seen, but these are not like the inflamed red bands of the hyperplastic variety, thin tense strands stretching across the fossa.
I have described to you the clinical signs of these two varieties, hyperplastic and atrophic, and have, I hope, shown you that their nasopharyngeal pictures are different. The differential diagnosis between these two conditions is of the utmost importance in the treatment, and there are cases on the borderline between the two conditions, in which it is hard to say whether they are of the hyperplastic or atrophic variety. I am confident that the only diagnostic signs of importance are as to whether or not the eustachian tubes are patent and their pharyngeal orifices hyperplastic or atrophic.
The condition of the membrana tympani is often misleading, as I am certain that this structure shows signs of a change from hypertrophy to atrophy at a far earlier stage than the eustachian tubes and their pharyngeal orifices. By this I mean that it is possible to have a too freely flapping membrana tympani and at the same time a hyperplasia of the eustachian tubes. By our old methods of diagnosis this was often overlooked, and the flapping membrana tympani and the symptoms of paracusis Willisii were looked upon as sufficient signs upon which to diagnose an atrophic condition. These conditions certainly are diagnostic of an atrophied condition of the membrana tympani and the tympanic structures, but they give no due to the condition of the rock bottom cause, the eustachian tube.
These facts have been brought to my notice by practical experience in the treatment of deafness by Heath's method. Before the advent of the nasopharyngoscope I was at a loss to know why some of my cases were completely cured whilst others were not in the least benefited by this treatment. Since the advent of the nasopharyngoscope it has been obvious that those cases that did not benefit were cases in which an atrophied membrana tympani was associated with an hyperplastic eustachian tube. The causation of atrophic salpingitis is the same as that of the hyperplastic varietY"but in addition I think the old method of inflation, in whatever way used, is responsible for the change in a great many cases. The cases of an a~rophic drum membrane and an hyperplastic tube are most certainly due to the evils of inflation. The drum membrane cannot, naturally, be expected to stand the same force being applied to it as is necessary to open the eustachian tube, and so is the first structure to suffer. Now, to take up the treatment of these three conditions. First, in acute catarrhal salpingitis the risk of chronic atrophic salpingitis is far too imminent to allow of the continuation of treatment by means of inflation, besides which in a state of congestion the nasopharynx is no longer the sterile cavity it normally is, and there is the superadded risk of bacteria being inflated at the same time as the air into the tympanum.
My friend Mr. Charles Heath has dealt, or will deal at some length, with the subject of inflation of the ear and its abuses, so that it is unnecessary for me to deal further with it beyond saying that aural surgery has advanced too far to allow this barbarous method to continue to be recognized.
Gentlemen, the common sense treatment of an inflamed surface in other parts of the body is by means uf antiseptic and astringent applications to it, and I think that you will find that applications of nitrate of silver or any of its proprietary preparations, such as argyrol, protargol, or sophol, applied directly to the pharyngeal orifice of the tube, are sufficient to cure any case of acute salpingitis not dependent upon demonstrable pathologic lesions for its cause. In cases where there is a deflected septum, enlarged turbinal bones or adenoids, these lesions must of course be immediately corrected.
CHRONIC CATARRHAL SALPINCITIS.
Turning next to the chronic varieties of catarrhal salpingitis, the treatment is somewhat more complicated. In the hyperplastic variety, in which the tube and its orifice are hyperplastic and the membrana tympani is retracted and only moves in parts on rarefaction and inflation by means of Siegle's speculum, the primary treatment must be directed to the tube itself. First of all, all causal factors, such as deflected septa, hypertrophied turbinals and adenoids must be removed. Then the inflammatory condition of the tube must be overcome by means of painting with such drugs as silver nitrate or chlorid of zinc. When the hyperplastic condition has been reduced, attention must be paid to the tube itself, and the patency of this must be restored by the passage of bougies or intratubal injection of the same solutions as are used to paint the phar¥ngeal orifice, silver nitrate, etc., by means of the Weber-Lie1 catheter. The ear condition may be entirely left alone, as in cases not too far advanced the auditory symptoms tend to abate spontaneously. In those cases in which the eustachian tube is hyperplastic and the membrana tympani atrophic, the tubes must be the first thought. These must be rendered patent, and when this has been done the symptom, the atrophic drum, can easily be put right by means of Heath's treatment. Of course, in the hyperplastic as in the atrophic variety, all bands present in the fossa of Rosenmuller or polypi, etc., must be removed or broken down before commencing treatment.
Lastly, turning to the condition in which both the eustachian tubes and the membrana tympani are in a condition of atrophy. Again the first thought must be the eustachian tube, but the treatment of this may be done at the same time as the treatment of the membrana tympani. With a patent and atrophic eustachian tube and a too freely flapping drum membrane. I am of a decided opinion that the primary treatment should be to again tone up the tube by means of stimulating applications such as iodin, menthol, or hot air, and at the same time to treat the flapping drum by Heath's method. (I have not yet had the pluck to paint the tubes with Heath's solution, but on theoretic grounds this is feasible.) The whole success or otherwise of any treatment depends on the recognition of the pathologic conditions to be found in the eustachian tube, and I sincerely hope I have made these points clear.
My allotted time is drawing near its end, but before closing I should like to say a word about the suppurative variety of salpingitis I have referred to.
SUPPURATIVE SALPINGITIS.
The eustachian tube is admittedly the most common, if not the only, path by which bacteria reach the tympanic cavity, and yet in all treatments of acute or chronic suppurative otitis media very little mention is made of it. In cases of acute suppurative otitis media, that is. in cases that have not lasted longer than three to four weeks and have not Oecome complicated by bone infection, a cure can be obtained by treatment of the eustachian tube combined with the cleansing of the tympanic cavity and drainage by means of position. The treatment of the eustachian tube consists in painting it with silver nitrate, argyrol, sophot, etc., or if it 1S very severely implicated, with pus streaming from its orifice, the passage of medicated bougies. The treatment of the tympanum consists in cleansing it two or three times a day by means of cotton wool mops on the end of long wood probes. Never syringe a discharging ear.
Then the position can be used to secure drainage. If the . patient is sUffering from an unilateral affection with a freely open perforation, he should be made to lie upon the diseased side, so making the perforation the most dependent part of the cavity and the attic and aditus ad antrum the highest part. If this is not done, and the patient lies upon his healthy side, the attic and antrum of the diseased side form the lowest part of that side, forming, so to speak, the bottom of a cistern of pus, and are certain to be affected. Whereas if he lies upon the diseased side, the attic and antrum form, so to speak, the lid of the cistern of pus, and so are comparatively free from the risk of infection. Again, if the patient lies on his healthy side the pharyngeal orifice of the eustachian tube on the diseased side is the most dependent part of that side, and it can easily be seen how bacteria can travel down it into the nasopharynx and infect the pharyngeal orifice, tube and tympanum of the opposite side. The treatment, in short, consists in overcoming the suppuration of the tube by means of applications to it and at the same time keeping the pus drained away from it through the tympanic perforation by means of the posture of the patient. The tympanum meanwhile being dried frequently by means of cotton wool mops. Chronic suppurative salpingitis, that is to say, one that has lasted more than three or four weeks, is always complicated by disease of the mastoid antrum. The posture of the patient-that is to say, lying on the operated side-will also be found· a great help ,in the after-treatment of these operations, as by it the eustachian tubes are given a rest, the pus and discharge are drained away via the mastoid and perforation in the tympanum, and the tubes, mastoid and antrum gradually but surely return to normal.
